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Summary
Background most countries in the world are faced with an ageing population, which has resulted in an increased need for appropriate health and social support services, including long-term care and services provided in the home [1] . home care (hc) can also be needed by persons with disabilities, irrespective of age, to support them in their daily living activities [2] . The purpose of hc is to prevent unmet needs or institutionalization. in general, hc includes: technical nursing care (e.g. wound care, infusions), domestic aid (e.g. house cleaning, shopping), personal care (e.g. personal hygiene, assistance with meals), rehabilitation care and supportive care [3] . nevertheless, a majority of hc clients need health services as well, thus, the family doctor (Fd) is usually involved in provision of care [4] [5] [6] or is expected to be a coordinator of the care [7] . however, as argued in a recent who report [1] , health workers are often unprepared to deal with the needs of these patients, and thus, many patients with several health and social needs may suffer from gaps in the coordination of their care.
historically, paying attention to long-term care, especially to hc, has been less of a priority in central and Eastern European (cEE) countries, including Poland and Estonia. Since the beginning of the 1990s, major changes in the organization of health services were related to the implementation of modern primary health care (Phc) systems, which was supposed to provide more patient-oriented services and to bring the necessary health services closer to the patient [8] , as well as to bring together the health and social welfare systems [9] . development of Phc is well studied in both countries [10, 11] . however, information about the implementation of social care services is very limited, focusing only on specific aspects in Poland [12] or specific user groups in Estonia [13] . nevertheless, there is increased demand for nursing and hc services in both countries. in Poland, the proportion of the population aged 65 and older increased from 10.2% in 1990 to 14.7% in 2013 [14] . The same trends apply in Estonia -the proportion of the population aged 65+ increased from 11.6% in 1990 to 18.9% in 2015 [15] . moreover, an Eu-wide population survey in 2007 showed that professional care at home is preferred by a majority of Estonian and Polish respondents to care in a nursing home [16] . currently, the proportion of hc services is increasing in both countries. more detailed descriptions of the current state of hc in Estonia and Poland are available elsewhere [17, 18] .
in this paper, we describe the involvement of providers of hc to elderly and disabled persons in Poland and Estonia, with a focus on the following research questions:
• what types of hc services are available?
• which professionals are providing hc services?
• what are the differences and commonalities between Poland and Estonia for different types of clients?
Material and methods
This study is part of the international project EurhomaP (mapping Professional home care in Europe), which included 31 European countries and aimed to describe and compare hc in Europe. data was collected in 2008-2010, and the data gathering process was previously described in detail by Genet et al. [19] . according to the EurhomaP protocol, hc was limited only to services provided by professionals in the homes of adult recipients. in the present study, we used data collected by structured case narratives, which were questionnaires containing hypothetical descriptions of the situations of elderly or disabled persons living at home and in need of care [19] . The questionnaire (in Polish and Estonian versions) included 16 questions concerning available hc services, co-payments, assessment of client needs, availability of informal caregivers and the availability of care providers involved in hc. The questionnaire included multiple-choice as well as open-ended questions. responses to the closed questions were presented as numbers and percentages, and responses to open questions were analyzed using the content analysis technique. The written answers of experts were grouped into categories, and some of them were cited verbatim.
The participants in the study were experts (12 from Poland and 8 from Estonia) in their respective fields, represented by doctors, nurses, social workers and nGo representatives. respondents were chosen from different areas of health and social care, as selection of key respondents in this manner enables collection of a wide array of expert opinions [20] . The experts answered questions connected with described cases. Each respondent was asked to answer at least two case narratives. Eventually, 34 completed questionnaires were collected in Poland and 16 questionnaires in Estonia (Table 1) .
Results

Types of home care services
as reported by all respondents, and in accordance with statutory law, every eligible person in both Poland and Estonia is entitled to the following services:
• social care services, including personal care (assistance in bathing, feeding, etc.) and home help (cleaning, washing, preparing meals, etc.); • specialist services (physiotherapy, occupational therapy, psychotherapy, speech therapy); • services provided by a family nurse and/or longterm home care nurse; • subsidies for the purchase or hire of rehabilitation equipment, adult diapers, home adaptations to meet the needs of the disabled person, purchase of a wheelchair and rehabilitation holiday; • services provided by a Fd (home visits, health check-ups); • home hospice care for persons with a terminal condition; • financial aid, such as target or periodic benefits, e.g.
to buy medications, and nursing aid for the client (all people over the age of 75 are eligible in Poland, along with disabled persons in Estonia irrespective of age); • counseling provided by social welfare institutions;
• placement in a social welfare home; • hiring of accessory equipment (e.g. bed, anti-bedsore mattress). in Poland, some municipalities provide "assistance to the disabled", offering free transportation, but this service is not part of the social care system. Similarly, in Estonia, free transportation is available to disabled persons (e.g. to receive ambulatory rehabilitation services); however, the service can be limited and is dependent on the municipality's financial capability. in both countries, the financial situation of a client's family is also taken into consideration when deciding upon the granting of certain services, especially social security benefits. This financial assessment is also used to help determine the family's ability to co-pay for some services, e.g. purchase of rehabilitation equipment. For example, clients can receive some services free of charge only if their income is below a certain minimum threshold.
Initiative in searching for HC
both in Poland and Estonia, usually a close family member (or the client him/herself) undertakes the search for care (79.4% and 56.3% of experts' responses in Poland and Estonia, respectively). a Fd or another specialist, as well as a nurse or a social worker, can also initiate the process. neighbors or the patient him/herself, according to the situation, can apply as well. in some cases, a nursing home or hospital can register the patient for hc.
Entry to the services and service providers engaged in care
The actual application for hc is mostly submitted by the patient or a close family member (82.4% in Poland and 87.5% in Estonia); health and social care specialists submit applications only in a minority of cases. The point of entry to hc can differ and depends on whether the client's primary problem is related to health or social care needs (as reported by 41.2% of experts in Poland and 50% in Estonia). nevertheless, 29.4% of experts in Poland and 31.3% in Estonia reported that every service has its own point of entry; however, in some cases, all services can be applied for by using a single "window" (29.4% in Poland and 18.7% in Estonia).
although the types of service providers involved in hc are very similar between the two countries, there are some differences (Table 2) . Fds, together with social workers, play an important role in both countries; however, the role of nurses was more expressed in Poland. The involvement of physiotherapists and psychologists was indicated only by Polish experts. in Estonia, the role of adult children in the provision of hc was stressed more. The participation of priests and spiritual workers in hc was also mentioned more often by Polish experts than by their Estonian counterparts. although health services are free and available both in Poland and Estonia, most experts claimed that the availability of informal caregivers was taken into consideration when making a decision on the granting of services/benefits (in Estonia 93.8% of responses; in Poland, 58.8%).
Still, in practice, clients and their relatives in both countries encounter different obstacles in receiving some hc services. in Poland, the following limitations were noted:
• poor accessibility to home services in small villages (75% of experts); • difficulty in providing round-the-clock services by professionals (50%); • psychological support for clients and their relatives (53%). in Estonia, limitations concerning the following areas were highlighted by the experts:
• provision of round-the-clock personal help by professionals at home, whilst according to Family Law, close relatives (children, grandchildren, parents and grandparents) are obliged to assure personal care of the persons in need (pointed out by all experts); round-the-clock personal help and care is available in nursing homes only; • psychological support for clients and their relatives (75% of experts); • provision of rehabilitation services at the client's home (50% of experts).
Discussion
The organization and funding of hc services are similar in Poland and Estonia, whereby Fds and nurses play an important role in provision of hc. The breadth of services formally offered in each country is also similar, ranging from personal assistance at the client's home to nursing homes that provide 24-hour care. moreover, as shown by the current study, family members continue to be important hc providers in both countries. This latter finding agrees with previous observations in Poland, where the primary care- of medical professionals; however, the traditional role of the family has been changing. adult children seldom live with their ageing parents, which limits their ability to provide care for their parents. as stressed by the respondents, the main concern for the families was the lack of psychological as well as physical support for the provision of roundthe-clock help, but as demonstrated in another study, family caregivers also need counseling, information about service availability and training [25] . This is the first study where the situation of hc was investigated and compared in two countries in transition. The provision of hc was studied from the point of view of hc experts. The samples of experts were rather small, and as such may not represent the opinions of all experts involved in hc in Poland and Estonia. This can be considered as a limitation of the study. nevertheless, because the experts were selected according to common criteria, the results can be compared between the two countries.
Conclusions
Estonia and Poland have a number of similarities in how each organizes and provides hc services. Typically, as in other countries in transition, the hc services of Poland and Estonia are also in transition. bridging health and social care, health care professionals, mainly those working in Phc, play a remarkable role in the provision of hc services. in addition to the patient/client and the family, the Fd and/ /or nurse take an early role in home-based care in close cooperation with social workers. however, responsibility for 24-hour care lies, to a large extent, with the client's immediate family. This situation seems to be typical for Eastern European countries.
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giver of disabled elderly persons was found to be a close relative [21, 22] and is the norm expected by a majority of the elderly population [23] . These findings also reflect the attitudes of the Estonian populace. For example, results from a survey in 2007 showed that approximately half of Estonians thought that care for dependent elderly persons should be the responsibility of close relatives. nevertheless, a majority of Estonians also expressed the opinion that professional care at home would be the best solution for a dependent elderly parent [16] , as family members or relatives may not have sufficient knowledge and experience or the capability to provide round-the-clock care. moreover, the strong involvement in hc of such informal caregivers as neighbors, friends, voluntaries or priests/nuns should be emphasized.
The purpose of hc is to provide services enabling people to remain living in their home environment; however, as reported by bilotta et al. [24] , poor quality of personal care may increase the risk for placement in a nursing home. in providing hc services, there is always the question about the coordination of care. as demonstrated from our study, it is rather uncommon for the client to have a single "window" through which to apply for hc services. mostly, in both countries, there are multiple points of entry to hc, depending on whether the client's primary problem is related to health or social care needs; in extreme cases, every service may have its own point of entry. This situation is explained by the ways in which services are organized and delivered, some being administered by the health system and others by the social care system. it seems that, as in some other countries [4] [5] [6] [7] , the Fds in Poland and in Estonia are mostly involved in the care of the patients with a need of hc. Thus, they may have a key role in this process, primarily in provision the appropriate information about other services that might be necessary for the patients and their families.
besides the Fds and nurses, the role of family members as informal caregivers was also highly stressed by respondents in both countries. Even so, family involvement in home care determines new tasks for doctors and nurses of primary health care. The family as the main care provider for disabled or elderly persons at home requires the support Source of funding: This work was funded by the authors' resources. conflict of interest: The authors declare no conflict of interests.
